To investigate the factors associated with the use of screening mammography for breast cancer and cervical smear tests for cervical cancer, a theoretical framework was used comprising elements from the Health Belief Model, the Theory of Reasoned Action, and illness representations from the self-regulatory model. Items reflecting older women's illness representations about cancer and cancer screening were derived from an earlier qualitative study. Using a highly structured interview schedule, telephone interviews were conducted with 1,200 women aged 50-70 years. There were considerable similarities between the factors associated with both mammography and cervical smear test behaviours. The factors associated with screening mammography behaviour were: perceived barriers, perceived benefits, social influence, the illness representations, and marital status. The factors associated with cervical smear test behaviour were: perceived barriers, perceived benefits, emotions as a cause of cancer, feeling frightened of cancer, the illness representations, having a usual general practitioner, and being younger.
Introduction

Breast cancer and screening for breast cancer in Australia
Breast cancer is the second most prevalent cancer in women in Australia (after skin cancer): the chance of a woman in Australia contracting breast cancer in her lifetime is one in 11 (Australian Institute of Health and Welfare, 1998) . Cervical cancer is less common, with a woman in Australia having a one in 101 chance in her lifetime of being diagnosed with cervical cancer (Australian Institute of Health and Welfare, 1998) . The key feature of cervical cancer is that it is substantially preventable (Jelfs, 1995) .
A national program for the early detection of breast cancer was introduced in Australia in 1990. It uses screening mammography as a means of reducing morbidity and mortality associated with breast cancer and recommends that women aged between 50 and 69 years be screened every two years (National Advisory Committee for the Early Detection of Breast Cancer, 1992) . Cervical smear tests are recommended in Australia every two years for women aged between 20 and 70 years, although the appropriate time to commence smears depends on the initiation of sexual activity (Jelfs, 1995) . Screening mammograms are available free of charge to women aged 50 to 69 years, and cervical smear tests are free for all women. Both screening mammography and cervical smears are being under-utilised (Barratt et al., 1997; BreastScreen Victoria, 2000; Mitchell and Higgins, 1996) . This is particularly problematic among older women, as the risk of both cancers increases with age.
Theoretical framework of the study
Several of the variables most frequently associated with both screening mammography and cervical smear intentions or behaviours are derived from two theoretical models: the Health Belief Model (HBM) (Janz and Becker, 1984; Rosenstock, 1974) and the Theory of Reasoned Action (TRA) (Ajzen and Fishbein, 1980) . The HBM measures perceived severity, perceived susceptibility, perceived benefits, perceived barriers, and cues to action. The TRA includes attitudes and subjective norms which predict behavioural intentions, which in turn predict behaviour. The main dimensions of the HBM can be considered as representing a more detailed delineation of the attitudinal factor in the TRA.
In common with previous studies, this study therefore used variables from these two models. Variables from the HBM and the TRA associated with both screening behaviours include: perceived susceptibility (Champion, 1991; Cockburn et al., 1991; Hill et al., 1985; Seow et al., 1995; Stein et al., 1992) , perceived benefits of the screening test (Aiken et al., 1994; Cockburn et al., 1991; Seow et al., 1995) , perceived barriers (Cockburn et al., 1991; Peters et al., 1989) and social influence (Champion, 1991; Hill et al., 1985; Montano and Taplin, 1991) , in particular the important role played by the woman's medical practitioner (Aiken et al., 1994; Cockburn et al., 1990; Shelley et al., 1994; Stein et al., 1992) .
However, due to the relatively poor predictive power reported in studies using the variables from the HBM and TRA to predict screening behaviour (e.g. Aiken et al., 1994; Hill et al., 1985; Montano and Taplin, 1991) , concepts were adopted from other sources.
One of these sources was the "illness representation" literature. The concept of illness representations, or understanding of illness, has largely been applied to individuals with a particular illness (e.g. Leventhal et al., 1984; Meyer et al., 1985) , but is also applicable to screening behaviours (Payne, 1990) . Four components of illness representations were described originally: identity -the disease label and its symptoms; cause -what causes the illness; consequences -the physical, emotional, economic and social consequences of the illness; and time line -expectations about the course of the illness, e.g. is it acute, cyclic, or chronic (Leventhal et al., 1984) ? A fifth component, cure, which relates to perceptions of the curability of the illness, was added by Lau and Hartman (1983) . Although a questionnaire has been developed to assess these representations (the Illness Perception Questionnaire (Weinman et al., 1996) ), it was developed for patients. To develop items for use with a healthy population, we conducted a qualitative study with a small group of older women to identify their concepts of illness relevant to cancer and cancer screening, focusing on the identity, cause and cure components (Savage and Clarke, 1998) . A number of illness representations were identified which have not received attention in the literature. Differences were found in the illness representations of those attending for screening compared with those attending less often than recommended or non-attenders. Examples of the illness representations identified include the view that the treatment of cancer is worse than the cure, that a person would know if they had cancer without needing a test, and that screening for cancer is more important for younger women with young children (Savage and Clarke, 1998) . A total of ten items reflecting such views, three from the identity component, two from the cause component, and five from the cure or treatment component, were included in the present study.
Variables from atheoretical empirical research studies on breast cancer and cervical cancer screening were also used. They included socioeconomic status and age (Adelson et al., 1992; Cockburn et al., 1991; Shelley et al., 1994) . Mammographic screening is associated with concern about breast cancer (Savage and Clarke, 1996) , prior behaviour (Savage and Clarke, 1996; Stein et al., 1992) , and ease of access to mammography programs (Cockburn et al., 1991) .
The variables selected for inclusion in the present study were: perceived susceptibility, perceived benefits, perceived barriers, social influence, behavioural intention, previous behaviour, knowing someone with breast or cervical cancer, the illness representations/understanding of cancer, and sociodemographic variables. No combinatorial rules were applied, as the goal of this study was to evaluate the relative importance of individual variables in a framework rather than to test a complete theoretical model.
Aims
The two specific research aims of this study were:
1. (1) To assess the contribution of each of the selected variables in predicting screening mammography and cervical smear test behaviour. 2. (2) To ascertain the extent to which screening for two different female cancers (breast and cervical cancer) are influenced by the same or different factors.
Method
Interview schedule
A highly structured interview schedule was developed comprising 55 items. Although there are validated scales available for some of the variables included in this study (e.g. Champion, 1995; Hyman and Baker, 1992) , for pragmatic reasons, a decision was made not to utilise scales comprising multiple items to measure each variable, as this would result in an extremely lengthy interview.
Participants
We used a systematic probability sample of 1,200 women aged 50-70 years. There were two methods of recruiting participants and conducting interviews. The first used telephone numbers which were manually selected from a regional city telephone directory, with 400 interviews conducted by the researcher. The second used telephone numbers systematically selected from the current issue CD-ROM listing of all White Pages telephone directories for Victoria, with 800 interviews conducted by a market research company, 400 interviews in the capital city, and 400 from rural areas.
Procedure
Each selected telephone number was contacted at varying delay intervals throughout the survey to maximise the opportunity of contact with each selected household. Only female inteviewers were employed.
Results
Response rate
A total of 1,708 telephone calls contacted women aged 50-70 years. Interviews were obtained with 1,200 of these, giving a consent rate of 70.2 per cent.
Demographic characteristics of the sample
Equal numbers of women (n = 400) were interviewed from three geographic areas: a metropolitan city; a large regional city; and rural areas in Victoria. Participants were aged 50-70 years, with a mean age of 59.5 (SD = 6.4). Twenty-nine per cent were aged 50-54 years, 22 per cent 55-59 years, 20 per cent 60-64 years, and 29 per cent 65-70 years. The majority of participants (61 per cent) had received no education other than secondary school. Most participants (68 per cent) were not in the labour force. Almost three-quarters (74 per cent) of the participants were married or living in a de facto relationship, and almost all (93 per cent) had children. The majority of women (78 per cent) were born in Australia.
Differences between three geographic regions
Analyses were conducted to compare the three geographic areas on the main variables of interest. Differences between the regions were not sufficient to warrant separate analyses for each region. Therefore, the data from the three geographic regions were combined.
Illness representations variables
The responses given to the ten illness representation statements are presented in Table I . There was evidence that many of the women held a different view of cancer and cancer screening from the official, medical view.
The three "identity" statements which indicated that the women thought that they themselves might not need a test received some support, with between 5 per cent and 9 per cent agreeing or strongly agreeing with the relevant statements. The item from the "cause" component, which indicated that women thought that cancer can be caused by the inability to express emotions, was supported by 22 per cent, while 4 per cent thought that it should only be of concern to those with a history of it in the family.
The items from the "treatment" component received mixed responses, with from 5 per cent to 32 per cent of participants agreeing or strongly agreeing with statements which indicated negative feelings about tests or treatment.
One item was included in the interview schedule which assessed participants' emotional response to cancer. This statement "I feel frightened of cancer" received considerable support, with 18 per cent of participants strongly agreeing with it and 42 per cent agreeing with it.
Agreement with variables previously associated with taking a screening test Table II looks at participants' responses to items which have previously been associated with screening behaviours. Participants were asked how likely some statements were. Table II shows that participants felt that it was unlikely that they would get either breast or cervical cancer, that they thought the statements about the benefits of screening were very likely, that few would be influenced by another person to have a screening test, that most intended to have a screening test, and that most participants knew someone with breast cancer, but fewer knew someone with cervical cancer. The majority of participants had previously had a screening mammogram and a cervical smear test.
Additional variables which were examined in the telephone interviews are described below.
Perceived barriers to having a mammogram
Participants were asked if there was any reason why they would not have a screening mammogram, to which 191 (16 per cent) replied that there was. These women were asked why they would not have a screening mammogram. Of those mentioning a barrier, discomfort was the most frequently mentioned reason (24 per cent), followed by concern about radiation (11 per cent), anxiety about the results (10 per cent), feeling too healthy (9 per cent), and being too busy (8 per cent). Several other reasons were mentioned by 4 per cent or fewer of these women.
Previous behaviour related to mammography
Two-thirds of the sample were asked if their last mammogram was diagnostic or for screening purposes, and 8 per cent indicated that it was diagnostic. A total of 78 per cent of participants had had a screening mammogram in 1995 or later and thus were adequately screened according to the Australian guidelines. There was a significant correlation between participants' intentions to have a screening mammogram and their previous behaviour (r = 0.55, p < 0.001).
Cervical smear test variables
When asked if they had had a hysterectomy, 355 (30 per cent) replied that they had. These participants were asked if their doctor recommended that they have cervical smear tests and 79 (22 per cent of those who had had a hysterectomy) replied in the affirmative. The following results relate to the 924 women for whom cervical smear tests are known to be relevant. Responses to the variables measuring perceived susceptibility, perceived benefits, social influence, behavioural intention, previous behaviour, and knowing someone with cervical cancer are presented in Table II . Additional variables are described below.
Perceived barriers to having a cervical smear
Participants were asked if there was any reason why they would not have a cervical smear test, to which 145 (16 per cent) replied that there was a reason. These women were asked why they would not have a cervical smear test. Embarrassment was the most frequently mentioned reason (28 per cent), followed by discomfort (19 per cent), forgetting (8 per cent), feeling too healthy (8 per cent), being too old (6 per cent), and doctor said not to (6 per cent). Several other reasons were mentioned by 4 per cent or fewer women.
General practitioners
Participants who were eligible for a cervical smear test were asked if they had a usual general practitioner (GP). The majority indicated that they did (93 per cent).
Previous behaviour related to cervical smear tests
A total of 60 per cent of all participants eligible for cervical smear tests had had one in 1995 or later, and thus were adequately screened according to the Australian screening guidelines. There was a significant correlation between participants' intentions to have a cervical smear test and their previous behaviour (r = 0.58, p < 0.001).
There was a significant, positive correlation between participants' screening mammography behaviour and their cervical smear test behaviour (r = 0.32, p < 0.001). For women who were eligible to have both screening mammograms and cervical smear tests, 50 per cent had had both tests in the last two years, 13 per cent had had neither test in the last two years, 27 per cent had had a mammogram but not a cervical smear test in that period, and 10 per cent had had a cervical smear test but not a mammogram.
Preparation for multivariate analyses
Several steps were taken to prepare the data to test the specific research aims, which required multivariate statistical analyses. For both screening mammography and cervical smear tests the two benefits items were combined to form a single variable. The demographic variables were collapsed to form dichotomous variables: had received some further education after secondary school or had received none; in the labour force or not in the labour force; married, in a de facto relationship or not married; and born in Australia or born elsewhere.
Participants were divided into women who were adhering to the guidelines (had had a screening mammogram, or cervical smear test, in 1995 or later), and those who were not adhering to the guidelines (had had one earlier than 1995 or not at all). These dichotomous variables were used as the dependent variables for the logistic regression analyses. For screening mammography, those recently attending for screening comprised 78 per cent of the relevant sample, and for women eligible to have cervical smear tests, 60 per cent had had a cervical smear test in 1995 or later.
Illness representation variables
An exploratory factor analysis was proposed to ascertain how many factors the illness representation variables formed. This analysis indicated that there were two factors with eigenvalues above 1. However, one of these had an eigenvalue of only just over 1 (1.09). An examination of the scree plot indicated that the curve dropped off after one factor, suggesting the presence of only one factor. An examination of the variables loading on each of the two factors showed that the second factor had only two variables loading on it, and these also loaded on the first factor. It was concluded that there was one strong factor present. The exclusion of one item "People who express their emotions are less likely to develop cancer" improved the reliability of the scale. The remaining nine items formed a reliable scale. Looking at the content of these items, as listed in Table I , they have in common a different view of cancer and cancer screening from the official, medical view. Scores for the nine illness representation items were averaged to obtain a score for the illness representations scale.
Aim 1: To assess the contribution of each of the selected variables in predicting screening mammography and cervical smear test behaviour
As several variables failed to meet the requirements of multiple regression analysis, logistic regression analyses were used.
Variables affecting screening mammography
The logistic regression analysis for screening mammography included 12 independent variables: marital status, education, age, country of birth, knowing someone with breast cancer, barriers, benefits, susceptibility, social influence, the frightened response item ("I feel frightened of cancer"), the emotions as a cause of cancer representation item, and the illness representations scale. The dependent variable was the dichotomous variable, "had a screening mammogram in the last two years" versus "not had one in the last two years". As the analysis was investigating variables associated with the previous use of screening mammography, women who indicated that their last mammogram was for diagnostic purposes were excluded from the analysis (n = 90).
The model which included all of the relevant variables was statistically reliable when compared with the model which has only the constant (χ 2 (12, N = 1,110) = 185.71, p < 0.001). These variables were quite successful at classifying women as those attending for screening or those attending less often than recommended or non-attenders, correctly classifying 81 per cent overall. Table III presents the odds ratios and 95 per cent confidence intervals for all variables which were significant in the logistic regression analysis. The barriers and benefits variables were both highly significant. Women mentioning any barrier were 81 per cent less likely to have had a screening mammogram in the last two years than those who did not mention a barrier. Every unit increase in the extent to which women agreed with the benefits items resulted in a 68 per cent increase in the likelihood that they had had a screening mammogram in the last two years. The social influence variable was also significant, indicating that women who said that they would be influenced by someone were less likely to have recently had a screening mammogram. Every unit increase in the extent to which participants agreed with the illness representation items resulted in a 35 per cent decrease in the likelihood that they had had a recent screening mammogram. Married women were more likely to have recently had a screening mammogram.
Variables affecting cervical smear tests
The logistic regression analysis for cervical smear tests included 13 independent variables: marital status, education, age, country of birth, having a GP, knowing someone with cervical cancer, barriers, benefits, susceptibility, social influence, the emotions as a cause of cancer representation item, the frightened response, and the illness representations scale. The dependent variable was the dichotomous variable, "had a cervical smear test in the last two years" versus "not had one in the last two years". Women who had had a hysterectomy, and whose doctor does not recommend that they have cervical smear tests (n = 276) were excluded from this analysis, as these women are no longer eligible to have regular cervical smear tests.
The model which included all of the relevant variables was statistically reliable when compared with the model which has only the constant (χ 2 (13, N = 924) = 113.39, p < 0.001). These variables correctly classified 69 per cent of women as those attending for screening or those attending less often than recommended or non-attenders. Table IV presents the odds ratios and 95 per cent confidence intervals for those variables which were significant in the logistic regression analysis. Both the benefits and barriers variables were highly significant, with the barriers variable negatively associated and the benefits variable positively associated with previous cervical smear test behaviour. Five other variables were statistically significant: agreement with the emotions belief and the frightened belief led to an increased likelihood of having a recent cervical smear test, agreement with the illness representations scale reduced this likelihood, having a GP increased the likelihood of having a cervical smear test in the last two years, and younger women were more likely to have had a cervical smear test in the last two years. It should be noted that the confidence intervals of the latter five variables, which approach or include the value of 1, indicate that they are less reliable than the barriers or benefits variables.
Aim 2: To ascertain the extent to which screening for two different female cancers (breast and cervical cancer) is influenced by the same or different factors
In order to make a direct comparison between the variables associated with these two screening behaviours, two logistic regression analyses were conducted using the same sample, which included only those women whose last mammogram was for screening purposes, and only those women for whom cervical smear tests are still applicable (n = 864). The dependent variables were the dichotomous variables, "had a screening mammogram or cervical smear test in the last two years" versus "not had one in the last two years". There were 12 independent variables which were relevant to both screening behaviours: marital status, education, age, country of birth, knowing someone with breast or cervical cancer, barriers, benefits, susceptibility, social influence, the emotions as a cause of cancer representation, the frightened response, and the illness representations scale.
The model which included all variables was statistically reliable when compared with the model which had only the constant for screening mammography (χ 2 (12, N = 864 ) = 115.93, p < 0.001) and cervical smear tests (χ 2 (12, N = 864) = 112.33, p < 0.001). The identified variables were more successful at classifying women as those attending for screening or those attending less often than recommended or non-attenders for screening mammography (82 per cent), compared with cervical smear tests (69 per cent). Table V presents the odds ratios and 95 per cent confidence intervals for those variables which were significant in the logistic regression analyses. Several variables were significant in the analyses for both screening mammography and cervical smear tests. The barriers variable and the benefits variable were both highly significant; marital status was significant with married women more likely to have had both tests, although this variable was somewhat more important for mammography than cervical smear tests. The illness representations scale was also significant for both behaviours, with agreement with the representations reducing the likelihood of women having been recently screened. The social influence variable reached significance for screening mammography only, with women who said that they would be influenced being less likely to have been screened. The emotions as a cause of cancer representation and the frightened response were both significant in the analysis for cervical smear tests only, with agreement with these two variables increasing the likelihood that women had received a cervical smear test in the last two years.
Discussion
Aim 1: To assess the contribution of each of the selected variables in predicting screening mammography and cervical smear test behaviour
In both analyses the perceived barriers and perceived benefits variables were the most significant correlates of the likelihood of participants having had a screening mammogram or cervical smear test in the last two years. The strong performance of these two variables is consistent with the literature (e.g. Aiken et al., 1994; Cockburn et al., 1991; Hill et al., 1985; Seow et al., 1995) . The use of specific rather than general items to measure the benefits of each screening test was supported by these results.
The extent to which the women's views of illness differed from the official, medical view of cancer and cancer screening had a significant relationship on their screening behaviour in the logistic regression analyses for both screening mammograms and cervical smear tests, with those whose views differed most being least likely to attend screening. This indicates that illness representations are important factors in relation to cancer screening behaviour. The illness representation statements came from different components of illness representations: identity, cause, and cure. It had been anticipated that statements from each component would be closely related. However, the factor analysis indicated that most of the illness representation statements formed a single factor. This was confirmed by the reliability analysis. There may have been too few items measured in this study to form independent scales for each of the three illness representation components.
The social influence variable was also significant in the mammography analysis, with participants who reported that they would be influenced by someone in their decision to have a mammogram being less likely to have had a recent mammogram. This suggests that an opportunity to influence these women is being missed. Doctors, family members and friends may be able to encourage such women to participate in the screening mammography program.
Having a usual GP increased the likelihood of a woman having had a cervical smear test in the last two years. This is not surprising, given the important role played by a woman's doctor regarding cervical smear tests. It should be noted that the lower 95 per cent confidence interval for this variable indicates that it is not particularly reliable in this analysis. Younger women were also somewhat more likely to have had a recent cervical smear test, which is consistent with the literature (Camirand et al., 1995; Cockburn et al., 1992) , although the confidence intervals suggest that this variable is unreliable.
One variable which failed to reach significance for either screening mammography or cervical smear test behaviour was the perceived susceptibility variable. A personally relevant item was used for susceptibility to both breast cancer and cervical cancer. This type of item has been a reliable predictor of screening mammography and cervical smear test behaviour in past research (e.g. Cockburn et al., 1991; Hill et al., 1985) . Its failure in these analyses may be due to the large numbers of participants who were unsure whether they were likely or unlikely to get breast or cervical cancer. Alternatively, individuals who think that they are unlikely to get a particular disease may still attend for screening tests.
Aim 2: To ascertain the extent to which screening for two different female cancers (breast and cervical cancer) is influenced by the same or different factors
To enable a direct comparison of the variables associated with screening mammography and cervical smear tests, analyses were conducted with only participants who were eligible to have both screening tests, and utilising only variables which are relevant to both tests. The analyses indicated that there are more similarities than differences in the variables associated with these two screening tests, which is not unexpected, given the similarities between the tests. The two most significant variables in the logistic regression analyses for screening mammography and cervical smear tests were perceived barriers and perceived benefits. Perceived barriers was the most significant variable in both analyses, and was negatively associated with both screening behaviours. The small distance between the lower and upper 95 per cent confidence intervals, and the distance of the upper confidence interval from 1.00 indicates that this is a particularly reliable variable. The strong performance of the barriers variable is not surprising given that it is asking participants if there is any reason why they would not have either screening test. The validity of this item is strengthened by the fact that participants were not asked if they experience specific barriers to these tests, but rather if anything would prevent them from having either screening test.
The illness representations scale, which indicated the extent to which the women's views of illness differed from the official, medical view of cancer and cancer screening was also significant, and negatively associated with both behaviours, which again supports the concept of illness representations as influential factors in screening decisions.
Being married was also positively associated with taking a screening test, which is consistent with the literature (e.g. Camirand et al., 1995) .
There were some differences between the variables associated with previous mammography behaviour compared with previous cervical smear test behaviour. Agreement with the single representation statement "People who express their emotions are less likely to develop cancer" and with the emotional response statement "I feel frightened of cancer" both slightly increased the likelihood of having had a recent cervical smear test, but were not related to mammography behaviour. The latter item may indicate a greater role of emotional responses to cancer regarding cervical cancer screening, which may be relevant in promoting the cervical smear test. Interestingly, given the role of doctors in encouraging cervical smear tests, the social influence variable was only significant in the screening mammography analysis.
Theoretical implications
There were more similarities than differences between the variables associated with screening mammography and those associated with cervical smear tests. This suggests that, when two health behaviours are similar in what is required of the individual, it is appropriate to utilise a single theoretical framework to investigate the use of both behaviours.
The strong performance of the two HBM variables, perceived benefits and perceived barriers, was consistent with previous research and justifies the inclusion of these variables in future research.
There was some indication that participants were not weighing up the pros and cons of each screening test before making their decision, but were simply having it because it was due. Such behaviour questions the underlying assumptions of the theoretical frameworks.
The views depicted by the illness representation items are not included in the theoretical models utilised in cancer screening research. The significant association of these views with screening behaviour for screening mammography and cervical smear tests indicates that such views are relevant to these behaviours, and thus highlight a gap in the traditional models. There is a need to further explore the concept of illness representations, in particular the acquisition of these representations.
Practical implications
The fact that similar variables were associated with both screening behaviours suggests that similar approaches are appropriate in educating women, and in promoting these two screening tests.
The extent to which these women's behaviour was influenced by how much their view of illness and treatment was in line or not with medically established views, or the level of their agreement with the illness representations, indicates that such views should be addressed in the promotion of these screening tests. There is a need in particular to address women's concerns about the treatment of cancer.
This research also indicates a need to stress that it is possible to have cancer without having symptoms, and thus an individual will not necessarily know that they have cancer.
There is also a need for promotional materials to stress the importance of older women in particular obtaining these screening tests, and to counter the notion that women whose children have grown up are less important people than those with young children.
Limitations of the study
The problem of relying on self-report as a measure of previous screening behaviour must be acknowledged. Research indicates a tendency for women to underestimate the time since they last had a cervical smear test (Bowman et al., 1997) or a mammogram (Zapka et al., 1996) . However, a recent study found that Australian women provided reliable and valid self-reports of their attendance for a screening mammogram (Barratt et al., 2000) .
It should be noted that in a cross-sectional study of this type it is not possible to determine a causative relationship between variables and the behaviour in question. It may be that women's previous screening behaviour has influenced their attitudes towards screening mammography and cervical smear tests.
Some effort was made to ensure that the sample interviewed was representative of Victorian women. Random numbers were telephoned, and each number called at different times of the day where there was no answer, to ensure that all women had an equal chance of being included in the study. The demographic characteristics of the sample compare favourably with those from the Australian Bureau of Statistics for women in this age group (Castles, 1993) . However, women who had received a mammogram in the last two years were over-represented. This is problematic, as it is particularly important to obtain information on women who are not attending regularly for screening. This problem is not unique to this study (Montano and Taplin, 1991) but becomes of increasing concern for researchers, as screening rates rise and a smaller pool of those attending less often than recommended or non-attenders is available. 
